Although family priorities influence specialty selection and resident attrition, few studies describe resident perspectives on pregnancy during surgical training.
A lthough more than half of medical students are female, women remain underrepresented in general surgery, constituting 38% of residents 1 and 18% of faculty members 2 in the United States. Several factors that deter women from a surgical career have been suggested, including the perception that the field is not compatible with their desire to have a family. 3 In the past, women were more likely to delay parenthood until after completion of surgical residency, 4 but more are choosing to have children during residency. 5, 6 With increasing numbers of women becoming pregnant during training and attrition of female residents estimated to be 25%, 7 the influence of childbearing on the surgical workforce must be better understood. Support of pregnant surgical residents by training programs across the country is variable, with approximately half of US program directors reporting dedicated lactation facilities in their institutions and fewer providing on-site childcare. 8 Stigma associated with pregnancy during residency is still prevalent, with 2 of every 3 women surveyed in the American College of Surgeons reporting negative attitudes from peers and faculty that influenced their childbearing decisions. 6 Social pressure to avoid pregnancy during residency may arise from faculty or colleagues. A recent survey of US surgical program directors found that more than 60% believe that motherhood adversely affects a trainee's work, and nearly half suggested that the best time for a woman to have a child is during research years. 8 Although single-institution experiences have been described, [9] [10] [11] leave duration, call responsibilities, attitudes of coworkers and faculty, and the presence of postpartum support are mixed, reflecting the diversity in policies, culture, and resources available to childbearing women in surgical training programs. The most contemporary national study of pregnancy during training took place nearly a decade ago and described a higher rate of childbirth in recent graduation cohorts, but challenges beyond negative stigmatization were not examined. 6 The goal of this study was to characterize the experience and perception of women surgeons who have been pregnant during residency. We present the findings of a national survey to describe the challenges and potential influence on training and to identify areas with the greatest potential for improvement. 
Methods

Survey Development
The survey was developed using a cognitive testing approach. Focus groups were held at training programs at Stanford University Medical Center and Brigham and Women's Hospital. Ten surgeons who became mothers during residency within the past 7 years underwent interviews to identify important themes. Additional topics were identified through MEDLINE searches performed from January 2000 to July 2016 combining the keywords pregnancy, resident, attrition, and parenting in any specialty. Questions were developed to address each topic and validated by collaborators with expertise in qualitative and survey research. The survey was piloted within a small group of female surgeons at the Association of Women Surgeons and at 3 training programs, with several rounds of cognitive feedback used to develop the final instrument. The survey collected demographic information, including age and level of training during pregnancy, current role (resident, fellow, or practicing surgeon), current or intended surgical specialty, past or anticipated graduation date, number of pregnancies during residency, and duration of maternity leave. Residency program information included type of program (academic or independent), program size, location, and presence of the following: formal maternity leave policy, lactation facilities, and childcare support. A 4-point Likert scale format was used to assess perceptions on the following topics: working while pregnant, maternity leave policies, breastfeeding and lactation, childcare and motherhood, job satisfaction, perceptions of stigma, attitudes of colleagues, and satisfaction with training program support. For this study, the response agreed represents the sum of agreed and strongly agreed, and disagreed represents the sum of disagreed and strongly disagreed. The survey is available online (eFigure in the Supplement).
Study Participants
Women who had 1 or more pregnancies during an Accreditation Council for Graduate Medical Education-accredited US general surgery training program and who completed (or were anticipated to complete) residency in 2007 or later were included. Those who had a pregnancy during surgical residency but did not complete surgical training were included if their year of graduation was expected to be 2007 or later.
Sample Size Calculation and Statistical Analysis
To calculate sample size, recent US surgical workforce data from the American College of Surgeons Health Policy Research Institute 12 were used to estimate the number of surgeons of childbearing age eligible for this study. Of the approximately 28 000 surgeons in general surgery and general surgery subspecialties, 15% are women. If half were of childbearing age and could possibly become pregnant during the period studied, the maximum potential sample would be 2100 women. A sample of at least 327 women was calculated to detect a difference of 5% in responses to survey questions with 80% power and α=.05. We performed χ 2 analysis for categorical variables. P ≤.05 was accepted to indicate statistical significance. Data were analyzed using Stata, version 14.0 (StataCorp).
Results
Demographics and Program and Hospital Characteristics
A total of 347 women (mean [SD] age, 30.5 [2.7] years) met the inclusion criteria and reported 452 pregnancies. The response rate could not be calculated because the number of surgeons who were pregnant during residency was unknown and the methods of distribution precluded calculation of the respondent denominator. More than one-quarter of respondents had more than 1 pregnancy during residency, with most pregnancies taking place during or after postgraduate year 3. Although 101 of the 452 pregnancies (22.3%) occurred during nonclinical (research) years, 288 respondents (83.0%) had at least 1 pregnancy during clinical training ( Table 1) . Most respondents were residents of an academic training program; 298 (85.9%) of their programs had 4 or more chief residents per class ( Table 2) .
Residents' Perception of Workplace Culture, Pregnancy Experience, and Postpartum Support
The answers to the Likert scale format questions are summarized in Figure 1 and Figure 2 and discussed by the following themes. 
Childcare and Motherhood
Childcare support was offered through the residency program or hospital for 64 respondents (18.4%). Most often, this was in the form of preferential daycare enrollment, discounted daycare, or access to backup childcare services, but 55 women (85.9%) reported that these options did not offer hours that accommodated a surgical resident's schedule. Three residents (0.86%) were offered a monetary stipend to assist with childcare expenses. A total of 260 residents (75.4%) reported that additional childcare support would have helped them focus on their surgical training.
Breastfeeding and Lactation Support
A total of 329 of 344 respondents (95.6%) reported breastfeeding was important to them, but 200 (58.1%) stopped earlier than they would have preferred because of the challenges of balancing work duties with time to express milk. Designated lactation facilities were present for 220 respondents (63.4%), although 96 (43.6%) of these residents reported access was limited by the location and number of facilities. A total of 270 respondents (85.2%) reported they were uncomfortable asking attending surgeons for permission to step away from an operation to express milk, and 267 (78.8%) perceived faculty would not have been supportive if asked. The establishment of case-coverage policies by fellow residents to allow time to express milk without compromising patient care was favored by 203 respondents (64.9%).
Career Satisfaction A total of 135 respondents (39.0%) reported that their experience of pregnancy during residency made them strongly reconsider whether they wanted to continue their surgical training. A total of 102 respondents (29.5%) would caution a female medical student against a career in surgery because of the difficulty of balancing the profession with motherhood, and 231 (66.8%) reported that additional mentorship on balancing career with pregnancy and motherhood would have been helpful. 
Discussion
This national survey of 347 surgeons who were pregnant during residency demonstrated concerns over unmitigated work duties late in pregnancy, perceptions of negative stigma related to childbearing, dissatisfaction with maternity leave policies, inadequate lactation and childcare support, and desire for stronger mentorship in work-life integration. These challenges negatively influenced career satisfaction for many respondents, with 39% seriously considering leaving residency and 30% reporting they would advise a female medical student against pursuing a surgical career. As more women enter surgical residency, 13 the logistics of training and retaining the best candidates must consider the needs of childbearing residents. Despite more than a decade of work-hour reform, general surgery attrition remains 20% or more.
14,15 Studies 7,15 report that lifestyle concerns and female gender are associated with the desire to leave the field. The current study found that women having children during residency may be at particularly high risk. Differences in priorities between men and women may account for greater risk of attrition in new mothers, with female surgeons investing nearly twice as many hours and missing more work activities because of parenting obligations compared with their male counterparts. 16 A second issue that influences the surgical workforce is the challenge of recruiting the most talented students in an era in which lifestyle preferences significantly influence specialty selection. 17 Although nearly half of medical school graduates are female, 18 women are less likely to pursue a career in general surgery. 19, 20 Causes of this gender discrepancy include the lack of female role models, gender discrimination, and pregnancy and child care concerns. 3, [21] [22] [23] By combating stereotype, female residents have an even greater influence than female faculty members on recruitment of medical students to the surgical profession. 20 The current study suggests that this mentor model is jeopardized by the difficulties faced by pregnant residents, with nearly one-third of respondents reporting they would advise female students not to pursue the specialty as a result of their own experience. Addressing the challenges associated with pregnancy during training empowers female residents to serve as compelling role models for the attainment of surgical training and family. Literature on teaching programs reports formal maternity leave policies in 90% of pediatric and 80% of obstetrics and gynecology residencies even a decade ago.
24,25 Obstetrics and gynecology residences demand long hours and have smaller program sizes, similar to general surgery, but provide a mean of 8.7 weeks off from training for maternity leave.
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On the basis of this survey, general surgery programs trail these metrics. The ABS sets limitations on time away from training to ensure adequate education of qualified surgeons, but several options are outlined by their leave policy. 26 To complete training in 5 years, residents are permitted 12 weeks away during the first 3 years of training and 8 weeks away during the I felt that there was a negative stigma associated with being pregnant as a resident.
I felt pressured to plan my pregnancy to take place during my lab/research years.
Maternity leave
I took less maternity leave than I would have liked because of the American Board of Surgery policy for leave.
I felt my maternity leave was a burden to my coresidents.
I took less maternity leave than I would have liked. because my program did not accommodate a longer leave.
It was easy to discuss my maternity leave wishes with my program director.
I felt that the length of my maternity leave was sufficient.
Childcare and motherhood
I worried that I would be perceived as "uncommitted" or a "bad resident"
if I went home to see my child instead of staying late for a case.
I would have been able to focus on my job duties more if my program had provided more childcare support.
I worried that I was perceived as "behind" my peers in terms of skills because being a mom meant I had less time to dedicate to work.
Agree Disagree
Each question was answered by more than 90% of participants except where otherwise noted.
a Only answered by women who answered yes to a previous question about whether they had witnessed a negative comment about a pregnant resident or pregnancy during training (n = 252).
Research Original Investigation
Pregnancy and Motherhood During Surgical Training last 2 years, with an additional 2 weeks during each period to accommodate medical conditions, including pregnancy. Residents may also complete clinical training during a 6-year period, although implementation of this track may be limited by concerns over the financial burden of extended training and reluctance to significantly lengthen residency. 27,28 These 2 options may be considered to be insufficient by pregnant residents, with too little time away provided for those who wish to finish in 5 years and too much time away in the 6-year track. In October 2017, the ABS reformatted their published policies to clarify flexible-training tracks, including extension of the chief year by the length of leave taken. The challenges for residents of such off-cycle training depend on the duration of extension and trainees' postgraduation plans, with minimal influence on those completing residencies by July 31 but delays past August 1 influencing the ability to begin fellowship on time. 29 Program-level barriers to implementation of flexibletraining tracks must be further studied. Although the ABS sets limitations on time away like many other specialty boards (eTables 1 and 2 in the Supplement) and allows early eligibility for board certification, 30 most women completing this survey perceived the ABS policies to be an obstacle to obtaining adequate duration of leave. This response may reflect a need for better understanding of all leave possibilities ( Table 3) . Most women in this survey reported an unmodified schedule until birth despite concerns about fetal and maternal health. Most respondents reported concern that requesting adjustments to their schedules would trigger negative perceptions from faculty and coresidents. Studies 31,32 suggest that pregnancy complications, such as preeclampsia and preterm labor, occur with higher frequency among residents who work long hours compared with matched controls. Preferential scheduling of less challenging rotations during the third trimester, as recommended by Association of Women Surgeons guidelines for maternity leave in residents, 33 may reduce health risks, minimize coverage gaps if the resident is unable to work close to term, and avoid engendering resentment among peers who are asked to cover duties unexpectedly. Residents who require additional accommodations because of medical limitations during pregnancy may need to lengthen the duration of their training to ensure the quality of their education. Challenges in balancing work duties with time to express milk caused more than half of respondents to stop breastfeeding earlier than they wished. The inability to meet personal breastfeeding goals is a source of frustration 34, 35 and adds to misgivings about the ability to balance parenthood with career. 36 Practical solutions that minimize disruption to patient care and education include cross-coverage systems that allow another resident to briefly relieve a nursing resident during long cases 36 and designation of facilities with dedicated equipment for expressing and storing milk 37 near the operating room.
Childcare was identified as a significant challenge that distracted from education and training. An American College of Surgeons survey reported that 90% of partnered female surgeons have working counterparts and 50% are in dual- Respondents, %
Breastfeeding
Breastfeeding/pumping was important to me.
My coresidents were supportive of me taking time to pump during cases or during the workday.
Policies to support case coverage to allow pumping would have helped me focus on my job duties more.
Having more accessible lactation facilities would have helped me focus on my job duties more. a I did not breastfeed or stopped earlier than I would have liked because it was too difficult to balance with my work duties.
Lactation facilities in my hospital were adequate and accessible enough to facilitate pumping during the day. b
Career satisfaction I regret the family sacrifices I made for my surgical residency training.
My experience of pregnancy/motherhood during residency made me strongly reconsider whether I wanted to stay in surgery.
I was satisfied with the amount of mentorship I received during residency on integrating motherhood with a surgical career.
If a female medical student asked me for career advice, I would caution her against choosing surgery because of the difficulty of balancing a surgical career with motherhood.
If I could choose again, I would choose a career more accommodating to parenthood.
Derogatory comments that I witnessed about breastfeeding or pumping made it uncomfortable for me to pump at work. c I did not breastfeed or stopped earlier than I would have liked because of lack of accessible lactation areas. These provide examples of successful childcare programs that promote employee wellness and retention. Surgical leaders have long emphasized the importance of mentorship as a critical retention tool for women.
43,44 A large cross-sectional study 45 of surgical residents reported that informal socialization with faculty significantly increases their approachability when trainees face difficulties and is strongly associated with residency satisfaction. Women were less likely to form these relationships and were identified as a particularly vulnerable group for attrition. Two-thirds of participants in the current survey expressed a desire for greater mentorship on integrating work with family. Formal programs that pair residents with mentors of shared gender and experience may foster a sense of inclusion in the surgical community and provide nonthreatening opportunities to seek support and experience-based advice on balancing career goals with pregnancy and childcare.
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Limitations
This study is limited by its method of distribution, which precluded calculation of a response rate. It is unknown how many women viewed the link to the survey or how many program directors forwarded the study to trainees and graduates. However, because the number of women who have been pregnant during training is not known, an a priori decision was made to use a multimodal approach to reach as many female surgeons as possible. Despite this, the study cohort demonstrates balanced geographic distribution and wide variation in program size. As with all studies that use self-reported data, there may be response bias. The use of physician mothers' groups within Facebook may have also introduced selection bias because opinions may not be representative of all US surgical resident mothers. Lastly, causal inferences cannot be made from the data because of the cross-sectional design. Climbing one of the world's tallest peaks is on the bucket lists of many people. But not every adventurer can, should, or even wants to do it. Mountain climbing requires considerable planning and support, practical considerations, and much time away from work-which means it also involves the availability of others to provide coverage. It also helps to have a great team. Once begun, some climbers are unable to summit. Each of these factors means that difficult decisions may be necessary to determine if the right time to climb exists, and when. [1] [2] [3] The same concepts can be applied to the challenges of parenthood during surgery residency, particularly for pregnancy and early motherhood. Here the figurative summit is happy, healthy offspring. In this issue of JAMA Surgery,Rangeletal 4 raise the many pertinent concerns of female residents who choose to start or expand a family during training. As in climbing, factors such as health, drive, and an adequate support system are essential parts of the equation, and because the amount of time that can be missed during the formative clinical years is specified during residency training by the Accreditation Council for Graduate Medical Education, anticipatory planning is also important. For instance, medical leave at the end of pregnancy may be necessary to manage or avoid complications, which may even shorten maternity leave. In addition, although scheduling lighter rotations with shorter operative times can be advantageous, life itself leaves no guarantee of correct timing or best outcomes. Child care arrangements are also pivotal. Although it certainly should be a professional standard in the United States, accessible on-site child care is not yet often provided. In fact, as of 2012, only 7% of companies nationwide provided this highly desirable option, 5 even though some employers have shown improved employee recruitment and retention when in-house child care is available. 6 We agree with Rangel et al 4 that access to a lactation room is a perfectly reasonable and attainable accommodation in today's world. We also agree wholeheartedly that, when well thought-out, pregnancy during residency should not be met with negativity from peers and superiors; after all, adults of any sex do tend to form families. 7 However, as with some of the practical issues inherent to climbing, we do not think that the idea of regularly scrubbing out during operative cases to express breast milk is currently realistic in surgical training. Perhaps in a perfect future it will be. Rangel et al 4 rightly acknowledge that their study is limited by an unknown survey response rate. The findings are further limited by possible bias from a high proportion of dissatisfied respondents, and by study design limitations, such as the exclusion of childbearing at times other than surgical training, miscarriage or adoption, variable time in training, the experience of male surgeons as parents, and the views of nonsurgeon physicians as parents. Nevertheless, the survey results have important value, especially in calling for change. The current situation of women surgeons in the United States demands and requires change. Good mentorship is priceless during medical training. The best advice we can give, as surgeon mothers of 8 children altogether, is to remember that pregnancy and early infancy are just the beginning of the long adventure of parenthood. There will be sick babies, unruly teens, unmissable teacher meetings, lost homework, championship games, and birthday parties after which everyone will come down with the flu. 8 As surgeons, we have a special bond with our patients, who expect that if they need us, we will be there. The same thing goes for our children. If the prospect of leaving a recital, fencing match, or tickle-fest to perform urgent surgery is enough to sway a Absences in excess of a total of two months over the 24 month allergy/immunology training program should be made up. If program directors believe that an absence of more than two months is justified, they should send a letter of explanation to the ABAI for review and approval by the Ethics and Professionalism Committee as deemed necessary. Anesthesiology 2 The total of any and all absences may not exceed 60 working days (12 weeks) during the CA 1-3 years of training. Attendance at scientific meetings, not to exceed five working days per year, shall be considered apart of the training program. Duration of absence during the clinical base year may conform to the policy of the institution and department in which that portion of the training is served. Absences in excess of those specified will require lengthening of the total training time to the extent of the additional absence. A lengthy interruption in training may have a deleterious effect upon the resident's knowledge or clinical competence. Therefore, when there is an absence for a period in excess of six months, the Credentials Committee of the ABA shall determine the number of months of training the resident will have to complete subsequent to resumption of the residency program to satisfy the training required for admission to the ABA examination system. Dermatology 3 An absence exceeding six weeks in any one academic year or a total of 14 weeks over three years, including vacation, should be approved only under truly exceptional circumstances. In addition, any resident approved to sit for the certifying examination despite such an absence should have completed each year of training in an above average or excellent manner as recorded on the annual residency evaluation forms. Any resident who has been absent more than six weeks in one year or 14 weeks over three years and whose performance has not been uniformly above average or excellent throughout residency training should be required to complete an additional period of training at least equal in length to the total period of absence in excess of routinely provided total vacation time. If the program director anticipates that this additional training will be completed in a satisfactory manner before September 1, a letter may be submitted to the Board requesting approval for the resident to sit for the July Certifying Examination. The letter must indicate the training period's anticipated completion date. The resident will not receive exam results or a certificate until the program director completes the annual evaluation at the conclusion of the extended training period. Emergency Medicine 4 Residents must successfully complete at least 46 weeks of training in each residency level. Vacation time, sick time, leaves of absence, etc., that exceed six weeks in an academic year require an extension of residency training in the program. Leave time cannot be accrued from year to year. If a residency program has a policy in effect for leave time that is less than six weeks, the program may operate under its own policy. Family Medicine 5 Absence from residency education, in excess of one month within the academic year (G-1, G-2 or G-3 year) must be made up before the resident advances to the next training level, and the time must be added to the projected date of completion of the required 36 months of training. Absence from the residency, exclusive of the one month vacation/sick time, may interrupt continuity of patient care for a maximum of three (3) Up to one month per academic year is permitted for time away from training, which includes vacation, illness, parental or family leave, or pregnancy-related disabilities. Training must be extended to make up any absences exceeding one month per year of training. Vacation leave is essential and should not be forfeited or postponed in any year of training and cannot be used to reduce the total required training period. ABIM recognizes that leave policies vary from institution to institution and expects the program director to apply his/her local requirements within these guidelines to ensure trainees have completed the requisite period of training. ABIM recognizes that delays or interruptions may arise during training such that the required training cannot be completed within the standard total training time for the © 2018 American Medical Association. All rights reserved. training type. In such circumstances, if the trainee's program director and clinical competency committee attest to ABIM that the trainee has achieved required competence with a deficit of less than one month, extended training may not be required. Only program directors may request that ABIM apply the Deficits in Required Training Time policy on a trainee's behalf, and such a request may only be made during the trainee's final year of training. Program directors may request a deficit in training time when submitting evaluations for the final year of standard training via FasTrack, subject to ABIM review. Neurosurgery 7 For residents who desire to take time away from training for legitimate family or medical reasons (e.g., the birth or adoption of a child; extended illness), the Program Director should follow the Human Resources policies of his/her institution and applicable law when determining whether to approve such leave requests, in whole or in part, and whether any time away from training needs to be made up at the back end of the resident's training. It is the Program Director's responsibility to ensure that residents who receive less than 84 months of training nevertheless successfully complete the program, receive the full range of neurosurgical training and are able to practice as safe neurosurgeons following their residency. If any such leave results in a resident receiving less than 84 total months of training in residency, the following will apply:
Under no circumstances may a resident receive less than 54 months of core training (I.e., any reduction from the standard 84 months of training must come from the resident's 30 months of elective time).
In connection with the resident's future application for Certification, the resident's Program Director must submit a letter to the ABNS indicating: (a) that the Program Director approved any leave that resulted in less than 84 months of training; and (b) that the Program Director determined that the resident at issue received full training and was able to successfully complete residency in less than 84 months.
Obstetrics and Gynecology 8
Leaves of absence and vacation may be granted to residents at the discretion of the Program Director in accordance with local policy. However, the total of such vacation and leaves for any reason-including, but not limited to, vacation, sick leave, maternity or paternity leave, job interviews or personal leave--may not exceed 8 weeks in any of the four years of residency training. If any of these maximum per year weeks are exceeded, the residency must be extended for the duration of time the individual was absent in excess of 8 weeks in years one, two, three, or four. In addition to the yearly leave limits above, a resident must not take more than a total 20 weeks of leave over the four years of residency training. If this limit is exceeded, the residency must be extended for the duration of time that the individual was absent in excess of 20 weeks. The number of days that equals a "week" is a local issue that is determined by the hospital and Program Director, not ABOG. Vacation and sick leave time may not be used to reduce the actual time spent completing the required forty-eight months of training or to "make-up" for time lost due to sickness or other leave. Residents who have their residency extended to complete the required 48 months, may sit for the basic Qualifying Examination in June if they will have completed all 48 months by September 30 of the same year. Otolaryngology 9 Leaves of absence and vacation may be granted to residents at the discretion of the Program Director in accordance with local rules. The total of such leaves and vacation may not exceed six weeks in any one year. If a circumstance occurs in which a resident absence exceeds the six weeks per year outlined by the ABOto, the program director must submit a plan to the ABOto for approval on how the training will be made up which may require an extension of the residency. Pathology 10 Each institution sponsoring a pathology training program should develop their own sick, vacation, parental, and other leave policies for the resident. Regardless of institutional policies, the ABP defines 1 year of training to meet ABP certification requirements to be 52 weeks in duration, and the applicant must document an average of 48 weeks per year of fulltime pathology training over the course of the training program. Any training less than 48 weeks must be made up. The ABP does not allow part-time training for primary certification Pediatrics 11 The duration of general pediatrics training is 36 months. Thirty-three months of clinical training are required. One month of absence is allowed each year for leave (eg, vacation, sick, parental leave). Absences greater than 3 months during the 3 years of residency should be made up with additional periods of training. If the program director believes that the candidate is well qualified and has met all the training requirements, the program director may submit a petition to the ABP requesting an exemption to the policy. Residents in combined training or special training pathways may not take more than 1 month of leave per year. Plastic Surgery 12 The Board considers a residency in plastic surgery to be a full-time endeavor and looks with disfavor upon any other arrangement. The minimum acceptable residency year, for both prerequisite and requisite training, must include at least 48 weeks of full-time training experience per year. The 48 weeks per year may be averaged over the length of the training program to accommodate extended leaves of absence. To accommodate extended leaves of absence near the end of training, the Board will accept 94 weeks of training averaged over the final two years of training in both the Integrated and Independent training pathways. The Board does not define the remaining four weeks per year and therefore those weeks may be used for vacation, meeting attendance or medical leave as determined by the local institution and/or program. Plastic Surgery Program Directors must contact the Board in writing, for approval of any leave of absence that extends beyond 4 weeks per year and the additional 2 weeks in the final two years of training. Written requests must include details on the total leave of absence expected and the program's plan to make up the deficit. Psychiatry and Neurology 13, 14 Training may be completed on a part-time basis, provided that it is no less than half time. The ABPN recommends that all programs allow a minimum of four weeks of leave time (including vacation, sick time, maternity/paternity leave, etc.) during training per year. These four weeks should be averaged over the four-year training period. Leave or vacation time may NOT be used to reduce the total amount of required residency training or to make up deficiencies in training. Certification exam may be taken if the resident finishes training before September 30 th of the exam year, with confirmation from program director for extension of training beyond July 31. Radiology 15 For Diagnostic Radiology Trainees: Leaves of absence and vacation may be granted to residents at the discretion of the program director in accordance with the institution's rules. Depending on the length of absence granted by your program, the required period of graduate medical education may be extended accordingly. Residency program directors and their institutional GME offices determine the need for extension of residency training. Therefore, it is not up to the ABR to determine graduation dates for individual residents. Surgery 16 The ABS requires 48 weeks of full-time clinical activity in each of the five years of residency, regardless of the amount of operative experience obtained. The remaining four weeks of the year are considered non-clinical time that may be used for any purpose. Options are available to provide programs and residents with some flexibility. The 48 weeks may be averaged over the first 3 years of residency, for a total of 144 weeks required in the first 3 years, and over the last 2 years, for a total of 96 weeks required in the last 2 years. Thus non-clinical time may be reduced in one year to allow for additional non-clinical time in another year. The ABS will permit, with advance approval, applicants to extend their final year of training through the end of August and still take that year's QE. Upon completion of training, a letter of attestation will be required from the program director stating that the individual has met ABS requirements. The attestation letter must be received before QE results will be made available and selection of a CE site permitted. In addition, prior approval from the RC-Surgery will be needed for the increase in complement. The ABS also permits, with advance approval, the five clinical years of residency to be completed over a six-year period ("Six-Year Option"). For documented medical conditions, including pregnancy and delivery, that directly affect the individual (i.e., not family leave), residents may take an additional 2 weeks off during the first 3 years of residency, for a total of 142 weeks required, and an additional 2 weeks off during the last 2 years of residency, for a total of 94 weeks required. No approval is needed for this option if taken as outlined. The ABS will also consider other arrangements beyond what is noted above on a case-by-case basis. These will also require advance approval. Urology 17 Each residency program may provide sick leave and vacation leave for the resident, in accordance with institutional policy. However, a resident must work at least forty-six (46) weeks during each year of residency. In other words, each year of credit must include fortysix weeks of full-time urologic education. Vacation or various other leave may not be accumulated to reduce the total training requirement. Should circumstances occur which
